In March 2005, the Remission in Schizophrenia Working Group (RSWG) proposed a consensus definition of symptomatic remission in schizophrenia and developed specific operational criteria for its assessment. They pointed out, however, that the validity and the relationship to other outcome dimensions required further examination. This article reviews studies on the validity, frequency, and predictors of symptomatic remission in schizophrenia and studies on patients' perspectives. These studies have demonstrated that the RSWG remission criteria appear achievable and sustainable for a significant proportion of patients, and are related to a better overall symptomatic status and functional outcome and, to a less clear extent, to a better quality of life and cognitive performance. However, achieving symptomatic remission is not automatically concurrent with an adequate status in other outcome dimensions. The results of the present review suggest that the RSWG remission criteria are valid and useful. As such, they should be consistently applied in clinical trials. However, the lack of consensus definitions of functional remission and adequate quality of life hampers research on their predictive validity on these outcome dimensions. Future research should therefore search for criteria of these dimensions and test whether the RSWG remission criteria consistently predict a "good" outcome with respect to functioning and quality of life.
matched to three different rating scales (Positive and Negative Syndrome Scale [PANSS], the Scale for the assessment of negative symptoms and positive symptoms [SANS/SAPS], and the Brief Psychiatric Rating Scale [BPRS] ). They correspond to eight items in the PANSS, all of which have to be scored with a symptom severity of ≤3 points ("mild" or better). The eight symptoms include: (i) delusions; (ii) unusual thought content; (iii) hallucinatory behavior; (iv) conceptual disorganization; (v) mannerisms/posturing; (vi) blunted affect; (vii) passive/apathetic social withdrawal; (viii) lack of spontaneity and flow of conversation (Table I ). The symptom-based criterion can also be assessed using the SANS/SAPS (severity ≤2 points). The BPRS (severity ≤3 points) does not contain adequate representation of negative symptoms and is therefore alone not satisfactory for evaluating remission. The two negative symptoms not included in the BPRS (ie, "social withdrawal" and "lack of spontaneity") need to be additionally assessed with PANSS or SANS when BPRS is used.
• A time criterion, which requires that an individual achieves the symptom-based criteria for a minimum of 6 months. 1 According to the RSWG, these criteria represent an absolute threshold rather than a relative improvement from a predefined baseline, which can be applied to patients at all stages of the disease and that may facilitate cross-trial comparisons of interventions. [1] [2] [3] [4] The corresponding European Working group concluded that this definition will enhance the conduct of clinical investigations and reset expectations for treatment outcome C l i n i c a l r e s e a r c h Table I . Proposed items for remission criteria of psychopathology dimensions and DSM-IV and ICD-10 criteria for schizophrenia. a a For symptomatic remission, maintenance over a 6-month period of simultaneous ratings of mild or less on all items is required. Rating scale items are listed by item number.
b Use of BPRS criteria may be complemented by use of the SANS criteria for evaluating overall remission.
at a higher level. 5 It is further essential to point out that the remission criteria can be applied only to patients who have previously been diagnosed using recognized diagnostic criteria and that fulfilling the remission criteria does not mean that the diagnosis is no longer applicable. 5 Finally, the application of the criteria does not imply or depend on any preconceptions about the causal mechanisms underlying the illness, or those that may have brought about remission. 5 The present article aims to review the literature published since the introduction of the abovementioned RSWG criteria in March 2005. The review especially focuses on the validity of the applied remission criteria and frequencies and predictors of remission. Further, the patients' perspectives on the proposed remission criteria and implications for future research are discussed. Since the publication of the remission criteria in March 2005, more than 50 articles on this topic have been published. Reviewing these articles brings about various problems: (i) many of the studies have used the symptom-severity remission criteria omitting the time criterion; (ii) some studies have used other outcome measures than the proposed PANSS, SANS/SAPS, or BPRS scales (eg, CGI-S); (iii) some studies using the BPRS have not assessed the two missing negative symptoms of the severity criteria; (iv) There is a huge variation with respect to duration of study period; (v) some studies suffered from high dropout rates, if reported at all; (vi) finally, there is a huge variation regarding sample selection (eg, acute inpatients vs stable outpatients, firstepisode vs multiple episode patients, schizophrenia vs schizophrenia spectrum disorders, first-episode schizophrenia vs first-episode psychosis including affective psychosis, patients with comorbid substance use disorder inor excluded, major differences in symptom severity at baseline, etc). Thus, comparability in terms of validity of criteria as well as frequencies and predictors of remission is limited.
Validity of the remission criteria
For validation of remission criteria two different approaches were used: (i) comparison of different definitions of symptomatic remission; and (ii) association of the remission criteria with various outcome dimensions including the overall symptomatic status, functional outcome, quality of life, or other outcome criteria.
Comparison of different definitions of symptomatic remission
To date, six post-hoc analyses have tested the proposed RSWG criteria against other remission criteria in schizophrenia. In 2005 and 2006, Sethuraman et al 6 and Dunayevich et al 7 compared the RSWG criteria with the criteria proposed by Lieberman et al. 8 The latter require that a patient achieve 50% reduction in BPRS total score, BPRS scores of ≤3 concurrently on each of the following BPRS psychosis items (unusual thought content, suspiciousness, hallucinations, conceptual disorganization, mannerisms, and posturing), and a Clinical Global Impressions-Severity (CGI-S) score ≤3 for a minimum of 8 weeks. The first post-hoc analysis by Sethuraman et al 6 compared those two sets of criteria in 339 patients followed over 28 weeks. The percentage of cumulative time in remission was longer for the RSWG criteria. The authors concluded that the criteria by Lieberman et al are more stringent than the RSWG criteria. The second post-hoc analysis by Dunayevich et al 7 used pooled data from 6 double-blind, randomized trials including 2771 patients. The proportion of patients who met either remission criteria at any time during the study period (8 to 52 weeks) was 66% (n=1825; 902 patients met RSWG criteria and 923 patients Lieberman criteria). Mean reductions in PANSS total score at week 24 were significantly lower in those fulfilling RSWG criteria (-21.7 vs -42.6 in those fulfilling Lieberman criteria). Further, improvements of quality of life (QLS total score) were significantly lower with RSWG criteria (+15.4 vs +19.6 with Lieberman criteria). Regression analysis assessed the relative contribution of each of the components of the two remission criteria (severity thresholds) to improvements in QLS total score. BPRS change scores accounted for the greatest effect on QLS total score improvements. The authors concluded that the Lieberman criteria appeared more stringent than the RSWG criteria, as almost all patients achieving the Lieberman criteria also achieved the RSWG criteria, while the converse was not apparent. In 2006, van Os and colleagues 9 assessed whether a change in remission status would be associated with changes in clinician-reported and patient-reported functional outcomes. A total of 317 patients with a median follow-up of 3.1 years were separated into patients with (n=145, 46%) or without (n=172, 54%) remission at baseline. These groups were followed up for change in remission status over time, and those who had changed were compared with nonchanged individuals for improvement in functional and quality of life outcomes. Within this study, the RSWG criteria were compared with RSWG criteria including the two PANSS items "depression" and "suicidality." Of the 145 patients, 35% moved out of remission and 31% moved into remission. When including depression and suicidality into the remission criteria these frequencies did not change considerably (37% and 29%). In both groups, change in remission status was associated with large differences in functional outcomes measured with the GAF and, to a lesser extent, in quality of life. This led the authors to conclude that the proposed remission criteria have "clinical validity." In 2007, Leucht and colleagues reanalyzed 7 antipsychotic trials (n=1708) of patients with schizophrenia comparing three sets of remission criteria 10 : (i) the RSWG criteria; (ii) the Lieberman criteria; and (iii) the criteria by Liberman et al. 11 The latter require that the 9 BPRS items grandiosity, suspiciousness, unusual thought content, hallucinations, conceptual disorganization, bizarre behavior, self-neglect, blunted affect, and emotional withdrawal be rated at not more than "moderate" severity (score of ≥4). Comparable to the results by Sethuraman et al 6 and Dunayevich et al, 7 the Lieberman criteria were more stringent than the new RSWG criteria (pooled remission frequencies at 1 year using severity criteria only = 38% vs 48%; LOCF). The criteria proposed by Liberman et al 11 were less restrictive (pooled remission frequencies at 1 year severity criteria only: 69%; LOCF). The authors concluded that a high stringency does not mean the most adequate remission criteria and that a major advantage of the new criteria is that they have been conceptualized and are based on the DSM-IV criteria for schizophrenia. In 2008, Beitinger and colleagues reanalyzed six antipsychotic trials (n=2463) of patients with schizophrenia comparing two sets of remission criteria 12 : the RSWG criteria (full criteria in the three mid-term to long-term studies; 28 to 52 weeks) using scores of ≤3 ("mild" or better), ≤2 ("very mild" or better) or 1 ("not present") and the Lieberman criteria. Applying the RSWG criteria to the mid-term studies with or without time criterion resulted in the following frequencies: scores ≤3 (LOCF): 42%/11%, ≤2 (LOCF): 16%/1.8%, 1 (LOCF): 3.4%/0%; in the long-term studies with or without time criterion: scores ≤ 3 (LOCF): 42%/11%, ≤ 2 (LOCF): 13%/2%, 1 (LOCF): 5%/1%. Compared with the remission criteria by Lieberman, the RSWG remission criteria were less restrictive (week 28: 38% vs 60%). The authors concluded that the results of more stringent thresholds within the proposed remission criteria (scores of ≤2 or lower) show that a score of mild or better is a "realistic choice, more stringent thresholds yield remission frequencies are not realistic." In 2009, Cassidy et al tested four sets of remission criteria in 141 first-episode psychosis (FEP) patients for prediction of functioning at the 2-year end point 13 : (i) all SAPS positive items (hallucinations, delusions, bizarre behavior, positive formal thought disorder) rated ≤2 (severity) for 3 consecutive months; (ii) all SAPS positive items rated ≤2 for 6 consecutive months; (iii) all SAPS positive and negative items (affective flattening, alogia, avolition-apathy, anhedonia-asociality) rated ≤2 for 3 consecutive months; (iv) all SAPS positive and negative items rated ≤2 for 6 consecutive months. Totals of 94% and 84% of subjects for 3 and 6 months achieved positive symptom remission, compared with 70% and 56% for positive and negative symptom remission, respectively. Linear regression analyses showed that only remission criteria containing both positive and negative symptom criteria independently predicted functional outcome. The authors concluded that consistent with the consensus definition of remission, severity of both positive and negative symptoms is necessary although a 3-month criterion had equal predictive validity to a 6-month criterion. In summary, the following conclusions were able to be drawn:
• The new remission criteria by Andreasen et al 1 are less stringent than the remission criteria by Lieberman et al 8 and more stringent than the remission criteria by Liberman et al. 11 A higher stringency means that fewer patients will fulfill the remission criteria, but if fulfilled, the patients have a better clinical status. It is therefore likely that remission criteria with higher stringency will display a better predictive validity for a broader outcome. However, it should be subject to further discussion whether remission criteria with lower stringency and longer time criterion (Andreasen et al 1 ) or remission criteria with higher stringency and shorter time criterion (Lieberman et al 8 ) are to be preferred. The time criterion of 6 months C l i n i c a l r e s e a r c h was judged to be an appropriate cutoff because "shorter cutoff periods would be insufficient to permit validation of sustained and stable improvement." 5 Additionally, the value of the inclusion of a change criterion is questionable (50% reduction in BPRS total score by Lieberman et al 8 ) as remission rates across samples will highly dependent on BPRS baseline scores.
• The rationale for selecting positive and negative symptom items for the remission definition seems reasonable because only definitions of remission containing both positive and negative symptoms were predictive of functional outcome, and both are core dimensions of schizophrenia.
• The non-consideration of the symptom items depression and suicidality seems reasonable because there inclusion did not change remission frequencies considerably. This supports the assumption of van Os et al, 5 who judged the exclusion of not diagnostically specific symptoms as appropriate because "they are influenced by other factors, such as health care provision and cultural issues, which show great geographic and socioeconomic variability." • Increasing the severity threshold to ≤2 ("very mild" or better) or 1 ("not present") means that hardly anybody will reach remission. This shows that a score of 'mild' or better is a realistic choice.
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Association of symptomatic remission to other outcome dimensions
To date, 21 articles have published data on the relation of RWSG remission status to other outcome dimensions including the overall symptomatic status, functional outcome, quality of life, or other outcome dimensions. Three publications have assessed differences between already remitted and nonremitted patients at baseline [14] [15] [16] and 14 publications within a follow-up period of 6 months to 5 years. [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] Additionally, four publications have presented data on the percentage of patients in symptomatic remission fulfilling other outcome criteria. [30] [31] [32] [33] Table II gives an overview on these 21 studies. Data were only included if patients in actually remitted or nonremitted status were directly compared. Overall, patients in symptomatic remission were found to have a better overall symptomatic status, a better functioning level, and, to a lesser clear extent, a better quality of life and a better cognitive performance.
Symptomatic status
All longitudinal studies which reported data on the relation of RSWG remission to the overall symptomatic status (n=11) have found significantly better symptom status at follow-up or greater psychopathology mean change scores from baseline in remitted vs nonremitted patients. Using the PANSS total score, the difference between remitters and nonremitters range between 8 points to 25 points at follow-up with a mean difference of approximately 18 points and a mean change score difference of 17 points (-32 vs. -17). The average PANSS total score in remitters of 47 points underlines the low psychopathology level related to RSWG remission, but also suggests that the proposed criteria encompass symptomatic remission and not complete absence of symptoms. Important data with respect to the relation of remission to overall psychopathology were published by Opler et al. 20 They statistically validate the criteria for remission using the PANSS scale in a 1-year trial assessing 675 patients. Using a PANSS total score of 60 points at time points > 6 months (8 and 12 months) the specificity of the remission criteria was 85%, ie, of the patients who had a total score >60, 85% were classified as not in remission. Sensitivity was also very high; 75% of patients with scores of <60 were classified as in remission. The authors concluded that these findings indicate that the remission criteria are both sensitive and specific indicators of the overall symptomatic status in schizophrenia.
Functional outcome
The five studies, which assessed the relation between remission and functional outcome, all found a significantly better functioning level in remitted vs nonremitted patients. However, three studies [30] [31] [32] [33] assessed the proportion of patients in remission having a good functional level and found that only 30% to 38% of remitted patients at follow-up displayed an adequate functioning. For the interpretation of this result it is important to know that all three studies have set very stringent definitions of adequate functioning, ie, GAF >80 points 30, 31 or adequate functioning in all 7 social roles in the GSDS scale 32 or fulfillment of vocational/occupation and independent living criteria for at least 6 months. 33 On the other hand it is arguable whether the chosen severity level "mild or better" is really not associated with impaired functioning as proposed in the original description of the criteria. 5 In summary, it could be concluded that: (i) the fact of a significant difference in functioning between remitters and nonremitters does not necessarily mean that remitters are functioning well; (ii) that the stringency of the functioning criterion strongly influence the rates of patients who display an adequate functional outcome; and (iii) that functioning in schizophrenia, in particular the vocational/occupational status, is probably determined by others factors independent from remission status, eg, common social and economic barriers of the general public in a given country. Besides, patients' functional outcome at follow-up is strongly influenced by the previous func-C l i n i c a l r e s e a r c h 
Quality of life
With respect to quality of life, 2 of 6 studies have found no differences between remitted and nonremitted patients; the others found a significantly better quality of life in remitted patients. However, studies assessing the frequency of remitted patients being in adequate quality of life have found that only 60% to 70% of patients display a satisfying quality of life.
Other outcome criteria
With respect to other outcome dimensions, 6 studies have found that remitted vs nonremitted patients had less consumption of health care resources, fewer relapses in the respective follow-up period, and fewer unmet needs. However, cognitive performance or neuropsychological improvements were not related to remission status in two of three studies. Further, the respective studies on cognition do not answer the question whether patients with remission display better cognitive functioning or if patients with a higher level of cognitive performance are more likely to meet remission criteria.
Frequencies of remission
The reported frequencies of the RSWG criteria could be classified in following categories: (i) frequencies of the cross-sectional symptom-severity remission criterion; (ii) frequencies of patients fulfilling both the symptomseverity and the time criterion; (iii) frequencies on the stability of remission criteria over time. Studies were restricted to those with at least 6-month follow-up (Table  III) . As many studies especially focused on first-episode patients they are reported separately in this section. Since March 2005, more than 30 publications have reported frequencies of fulfilled remission criteria in first-and multiple episode psychosis/schizophrenia, 17 in multiple episode and 15 in first-episode patients (Table III) . Follow-up periods vary between 6 months and 5 years. Completer frequencies (if reported) vary between 40% and 80% with an average percentage of approximately 60% of patients who completed the respective follow-up remission assessment. The following conclusions could be drawn (numbers represent mean frequencies across studies):
• Many patients (45% to 70%) fulfill remission criteria at some point during the respective follow-up period with higher percentages when the time criterion is omitted (61% vs 47%).
• At follow-up in completers, more patients fulfill remission criteria when the time criterion is omitted (56% vs 44%).
• In first-and multiple episode completers, using the severity remission criteria only, there is an increase of remission frequencies between 6-month and 24-month follow-ups (6-month: 46%, 12-month: 52%, 24-month: 63%) with 51% fulfilling the criteria at longer followup periods. In first-and multiple episode completers, using the severity and time remission criteria, there also is an increase of remission frequencies over time (6-month: 24%, 12-month: 39%, 24-month: 47%, longer follow-up periods: 55%).
• Comparing first-and multiple episode completers, using the severity remission criteria only, first-episode patients display higher remission frequencies during follow-up (61% vs 52%). Comparing first-and multiple episode completers, using the severity and time remission criteria, first-episode patients display higher remission frequencies during follow-up (48% vs 43%).
• In approximately 75% of patients who reached remission (severity only or severity and time) at some point during follow-up remission remains stable.
• Remission frequencies are higher in patients completing the follow-up assessments compared to patients who dropped out of the study/treatment.
Predictors of remission
Attempts have been made to identify predictors of treatment outcome in schizophrenia since the introduction of effective treatment more than 50 years ago. 51 With respect to remission, identification of specific premorbid, demographic, early improvement, and treatment predictors could help to identify patients who will possibly achieve remission and to identify risk factors for nonremission. With respect to the proposed remission criteria, 12 studies to date have assessed predictors of remission using (2) time up (2) (duration, %) 49 (4) 118 67 (57) 96 ----49  ------Summary results -64%  -67  -68  72  51  47  44  52  47  49  83   Table III . Remission frequencies (in %) over various follow-up time-points in first-and multiple-episode patients (sorted according to duration of trial). LOCF = Last-observation-carried-forward; CO = Completers only; NS = Not specified. (1) Stability of remission shows duration in months and % of patients who reached remission and remained in remission within the study period; (2) Duration of follow-up is indicated by study duration; (3) Data report LOCF and CO frequencies; (4) Remission was fulfilled if all 30 PANSS items were Frequencyd ≤ 3; (5) 186 of 341 patients assessed had a primary psychosis diagnosis; (6) Remission time criterion 12 months instead of 6 months; (7) CO data were used multivariate regression models (Table IV) . Multivariate regression takes into account several predictive variables simultaneously and controls for confounders, thus modeling the predictive value of interest with higher accuracy than univariate analyses. Overall, 6 most relevant predictors of symptomatic remission were identified (Table IV) . Two other predictors were less clear related to remission: (i) female gender (assessed in 11 of 12 studies, in 2 of 11 studies SPR); and (ii) lack of substance use disorder at baseline or persistent substance use during treatment (assessed in 6 of 12 studies, in only 3 of 6 studies SPR). Other previously identified predictors of outcome in schizophrenia such as insight, 52 cognitive performance, 53 age at onset, 54 biological variables, 54, 55 or type of interventions 56 were not assessed in follow-up studies in the relation to the proposed remission criteria. The 6 identified predictors were repeatedly found as relevant even for long-term outcome studies in first-and multiple-episode patients. 55, [57] [58] [59] This finding underlines that predictors of remission are also relevant for the overall outcome in schizophrenia. 51 This conclusion is partly supported by studies, which assessed predictors of remission, functional remission, and adequate quality of life/subjective well-being simultaneously in a single patient cohort. Lambert 
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S (4) S (education status) (4) NS S, (marital status) (4) S (symptoms) sion by younger age, better functioning level at baseline and early functional remission; and adequate quality of life by younger age, lower illness severity at baseline, better functioning level at baseline, early symptomatic and quality of life remission, and medication adherence. Full remission (fulfilling all three dimensions for ≥6 months) and recovery (fulfilling all three dimensions for ≥24 months) was mainly predicted by younger age, better functioning level at baseline, and early improvement within all three outcome dimensions. Therefore, these results suggest that predictors of symptomatic remission are partly also predictors for the overall outcome in schizophrenia with baseline functioning playing an important predictive role. Several limitations of these findings have to be addressed: (i) results are hampered by a large variation regarding aspects such as sample selection and collection, assessment methods used or duration of study period; (ii) aspects of type and intensity of treatment are rarely assessed. The meta-analysis of Menezes et al 56 of 37 longitudinal outcome studies of first-episode nonaffective psychosis highlights the importance of these two aspects. They failed to confirm previously reported variables such as duration of untreated psychosis or age at onset as significant outcome predictors, and found that a favorable outcome were mainly related to combined pharmacotherapeutic and psychosocial interventions as well as lack of epidemiologic representativeness of the sample. These findings suggest that future studies on remission and its predictors should control for treatment aspects and should aim to assess cohorts as representative as possible.
Remission as perceived by patients, relatives, and psychiatrists
Patients, relatives and psychiatrists perspectives regarding the RSWG remission criteria have rarely been explored. In a study by Karow et al, 61 44% of 131 patients were in symptomatic remission according to the RSWG symptom based remission criterion. However, only 39% of these remitted patients judged themselves as remitted, 32% were remitted according to their relatives, and 61% according to the psychiatrists. Only in 18% of all cases, patients, relatives and psychiatrists agreed in their assessment of patients' remission. Remission as assessed by the patients was most divergent from RSWG remission with only 43% accordance, whereas remission as assessed by the psychiatrists showed the best accordance (80%). Relatives' estimates showed 52% accordance with the RSWG remission, yet the highest accordance with RSWG nonremission (84%). Comparisons of the different assessments of remission with other clinical measures showed a preference on the patients' side for subjective well-being and on the psychiatrists' side for the level of symptoms of psychosis. The results indicated that patients, their relatives, and psychiatrists differ highly in their understanding what state of symptom reduction should be called "symptomatic remission."
Conclusions
The present review shows that the consensus RSWG remission criteria are clinically meaningful; they appear achievable for a significant proportion of patients in routine clinical practice and are applicable across the course of the illness. Further, validation studies have shown that they are related to a good overall symptomatic status with low levels of overall psychopathology or illness severity, to a better functional status compared with nonremitted patients and, to a less clear extent, to a better quality of life or cognitive performance. On the other hand, these studies have also consistently shown that patients in remission do not automatically have an "adequate" functional level or quality of life. Both results support the assumption that patients being in symptomatic remission display a better overall illness state, although it has to be acknowledged that being in symptomatic remission does not necessarily mean that the patient is doing well, because other components of the illness (such as enduring affective or cognitive symptoms) may lead to functional impairments or poor quality of life. Research in this field is among others hampered by the lack of consensus definitions of an "adequate" functional and quality of life status in schizophrenia. Future research should therefore search for such criteria and test whether the fulfillment of the RSWG remission criteria is consistently related to an "adequate" functional and quality of life status. In summary, results of this review supports the conclusion of van Os and colleagues, who stated that remission is a necessary (but not sufficient) step towards recovery. 5 With respect to the comparison of different remission definitions, there are considerably differences between C l i n i c a l r e s e a r c h the RSWG remission criteria and other remission criteria (ie, Lieberman et al 8 or Liberman et al 11 ) with respect to symptoms included, inclusion of an improvement criterion, severity thresholds and duration or inclusion of the time criterion. These differences hamper the populations these criteria could be applied for and the comparability of results. With respect to stringency of the criteria, data have shown that a realistic proportion of patients could fulfill the RSWG remission criteria and that more stringent criteria (eg, lower thresholds for the severity criteria of ≤2 or =1) are not realistic in clinical settings. The inclusion of an improvement criterion (eg, achievement of 50% reduction in BPRS total score from baseline), as applied in the criteria by Lieberman et al, 8 increases the stringency and thereby the predictive validity for other outcome dimensions; however, only a minority of patients could reach such on outcome. Further, such a criterion implicates that studies including varying patient populations regarding baseline psychopathology are difficult (if not impossible) to compare. Applying less stringent severity criteria as proposed by Liberman et al 11 ("moderately ill" or better) leads to higher frequencies of patients in remission, but lowers the predictive validity for other outcome dimensions; further, its validity was hitherto insufficiently studied. Of note, the inclusion of other symptoms such as depression and suicidality in the set of remission items did not change the remission frequencies considerably. This result supports the conceptualization of the RSWG criteria, which used the most diagnostically specific items of the Positive and Negative Symptoms Scale (PANSS) to define remission. 5 Items such as depression or anxiety relate to symptoms that are not diagnostic for schizophrenia. Conceptually, it may be subject of further discussion, whether depression and anxiety should be included in the RSWG criteria, as these dimensions were linked to poor quality of life. It may, however, be argued that these dimensions play a more import role in the broader concept of recovery. The applied 6-month time criterion of the RSWG remission criteria is still a matter of debate. The only available study to date has found that a 3-month criterion has a comparable predictive validity for the stability of remission over time. 13 Further, studies on early response and the proportion of patients with early response being in stable remission over time have shown that even shorter time periods are predictive for the stability of remission. 62, 63 Applying shorter time periods is additionally supported by the fact that approximately 75% of patients reaching the symptom severitycriteria threshold without fulfilling the 6-month time criterion remain in remission throughout a 6-to 60-month follow-up period. However, this result is possibly hampered by large assessment gaps facing the problem to investigate remission status retrospectively over a 6-to 12-month time period. Further, it contradicts the known high cumulative relapse rates in schizophrenia. 64 As such, the applicability of the 6-month criterion versus shorter time criteria should be assessed in future prospective studies with short, possibly 1-to 3-monthly follow-up intervals. Finally, the RSWG proposed PANSS, and SAPS/SANS for the assessment of the remission criteria. However, Leucht et al proposed that in pragmatic trials the Clinical Global Impression Scale (CGI) could also be used (scores ≤3). 4 With respect to frequencies of fulfilled remission criteria in different patient populations, this review has shown that 40% to 60% of patients with schizophrenia can reach remission, that remission frequencies differ markedly between different patient populations (eg, acute versus stabilized at baseline), that more patients reaching remission when the time criterion is omitted, that cumulative frequencies of remission increase over time, that first-episode when compared with mainly multiple-episode cohorts display higher frequencies of remission and that patients who drop out of study and/or treatment are less likely to be in remission. These results have several implications for future research and clinical settings:
• In future research, patient remission frequencies should be presented in the following categories 3 : (i) patients who were not in remission at baseline and who achieved remission during the study; (ii) patients who were in remission at baseline and remained in remission during the study; (iii) patients who were in remission at baseline, which was not sustained during the course of the study. In studies with at least 6-month follow-up, frequencies 2 and 3 should be separated into patients who reached the symptom-severity criteria only and those who reached the symptom-severity and time criteria.
• Dropout rates should be reported and adequate measures taken to account for their clinical status at dropout, when remission rates are presented. As patients who drop out are less likely to be in remission, effort should be made to follow up these patients for the subsequent course of illness. Studies on service disengagement have repeatedly shown that these patients are in a poor mental state at time of disengagement. 65, 66 These results supports that studies presenting frequencies of remission on the full cohort should possibly count all or the majority of lost-to-follow-up patients as nonremitters (if not better known).
• As it is unclear how frequently assessments should be performed over the course of a study, a balance should be kept between gaining the optimal amount of clinical data and designing a practical clinical trial. 3 It would be interesting to see methodological studies on the congruence between shorter (monthly) versus longer (3-monthly or longer) interval assessments. It is certainly difficult to engage patients in monthly assessments and potentially unreliable to assess them only 3-monthly. With respect to predictors of symptomatic remission, the present study revealed several modifiable and unmodifiable factors. Unmodifiable predictors comprise a shorter duration of untreated psychosis, a better premorbid functioning, lower psychopathology or illness severity levels at baseline, and a better functioning at baseline (all factors are indirectly modifiable by community education campaigns); modifiable predictors include early remission and medication adherence. Other predictors including comorbid substance use or female gender were less conclusively related or not tested for their predictive validity. Further, other known predictors of outcome in schizophrenia were rarely or not tested in multivariate analysis. With respect to future research, Lasser and colleagues 3 proposed a set of modifiable and unmodifiable factors, which should be assessed in studies on remission in schizophrenia. Beside their proposal and the assessment of the abovementioned predictors some other important recommendations should be addressed: (i) As the diagnosis of schizophrenia was linked to poor overall outcome compared with other schizophrenia-spectrum disorders, diagnosis should be optimally separated into the three most prevalent schizophrenia-spectrum DSM-IV diagnoses, ie, schizophrenia, schizophreniform disorder, and schizoaffective disorder. As the concept of remission is not applicable for bipolar I disorder or severe depression with psychotic features, they should be excluded from analysis if first-episode cohorts are assessed. In long-term studies assessing remission in first-episode psychosis, diagnostic stability testing is also needed. 67 (ii) Beside the abovementioned predictors, the latest research has shown that baseline and early change scores of subjective wellbeing have a high predictive validity for symptomatic remission and recovery. 48, 62, 68 As such, the SWN-K scale at baseline and early follow-up may be an interesting predictor to consider. (iii) As Menezes et al 56 highlighted the importance of combined pharmacotherapeutic and psychosocial interventions as well as lack of epidemiologic representativeness as predictors, these aspects should be assessed or clearly described. (iv) Whenever possible the relation of symptomatic remission to functional status or quality of life and their predictors should be assessed simultaneously. Because of the lack of consensus criteria with respect to "adequate" functioning and quality life, researchers should replicate findings of studies already applying criteria for functional outcome and should use quality of life scales specific for schizophrenia. In summary, more than 50 prospective or post-hoc studies to date have applied the RSWG remission criteria to different patient populations in different settings using the symptom-severity criteria only or the complete remission criteria. The result that 40% to 60% of patients can achieve symptomatic remission during various follow-up periods supports the hope of the RSWG that remission is an achievable objective for a significant proportion of patients with a diagnosis of schizophrenia. However, as only about 10 out of 50 studies assessed the relationship of symptomatic remission to functional outcome and cognition, the hope of the RSWG that the availability of a validated remission measure would stimulate new studies on cognition and functional outcomes has only partly been fulfilled. This also holds true for studies on the association of symptomatic remission with quality of life. It is further important to know that none of the 50 studies to date have assessed the influence of differing clinical services or different type of interventions on the proposed remission criteria. Finally, only one study to date has assessed the congruence between RSWG remission and remission as perceived by patients, relatives, and professionals. This is surprising considering the hope of the RSWG was that the development of remission criteria should facilitate the dialogue on treatment expectations among physicians, patients and carers, health care administrators, and policy makers. The authors hope that the present article supports future research in this area. ❏ C l i n i c a l r e s e a r c h 
